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Abstract
Background: This study aimed to explore Korean older adults’ experience with discharge transition after hip fracture surgery.

Methods: This was a descriptive qualitative study. Face-to-face interviews following hip fracture surgery were conducted with 12
participants. Data were collected one to two days before discharge and again four weeks after discharge following hip fracture
surgery, and were analyzed using qualitative content analysis.

Results: Four main themes were identi�ed: (1) Challenge of discharge transition: unprepared discharge, transfer into other care
settings, and eagerness for recovery; (2) Physical and psychological distress against recovery: frail physical state and psychological
di�culties; (3) Dependent compliance: absolute trust in healthcare providers, indispensable support from the family, and passive
participation in care; and (4) Walking for things they took for granted: hope of walking and poor walking ability.

Conclusions: After the hip fracture surgery, older adults hoped to be able to walk to perform the simple daily chores they earlier took
for granted. Considering the physical and psychological frailty of older adults, systematic nursing interventions, including
collaboration and coordination with other healthcare professional and settings, are necessary during discharge transition after hip
fracture surgery. Invitation for care participation by older adults as well as family involvement should be considered at discharge
transitional care in South Korea.

Introduction
The incidence of hip fractures is increasing with the rapid growth in the older population (1). Fragility fracture of the hip is associated
with higher morbidity, mortality, and socioeconomic burden (2). Surgery is a standard treatment (3); however, short hospitalization
periods increase patients’ concerns as well as the risk for post-surgical complications (4, 5). Most older adults are transferred to other
care settings due to di�culties in walking or performing activities of daily living (ADL) (6–9). Transitions between care settings are
burdensome (10), and older adults with various health problems are particularly vulnerable because they receive limited continuous
care (11). Even one year after surgery, many older adults fail to recover their preoperative performance levels on ADL (12).
Consequently, the concept of “discharge transition” requires elucidation.

Background
Discharge is de�ned as a transition from one state or place to another (13). In a previous study (14), 45.8% of the discharged older
adults reported experiencing signi�cant problems with managing their health care, including the performance of tasks associated with
their health and adherence to ongoing care plans. The major transitional di�culties that older adults face after hip fracture are
physical function limitations, pain and its management (9). Physical performance, including walking and ADL, is an essential
prerequisite for older adults dwelling in a community environment (15). Therefore, it is important to manage pain and attain the best
possible ADL performance.

Previous studies on physical recovery after hip fracture have focused mainly on identifying factors affecting it (12, 16). Meanwhile,
qualitative approaches are appropriate to fully understand the recovery process from the perspective of older adults, and as a
fundamental data for nursing interventions to improve the recovery of older adults at the time of discharge (17, 18). Some previous
qualitative studies have described the recovery experiences of older adults after hip fracture surgery (4, 8, 18–20).

To the best of our knowledge, there have been few studies describing older adults’ experience of discharge transition after hip fracture
surgery in South Korea. In South Korea, surgical hospitals provide postoperative care and rehabilitation during hospitalization (21),
while in the Western countries, patients are systematically transferred to acute or subacute care facilities after discharge from surgical
hospitals (22). These differences might affect the older adults’ perceptions and experiences of discharge transition. The recovery of
hip fracture surgery requires a long period of time. As older adults struggle to cope with their physical impairments (19), most enter
other non-medical facilities or homes after discharge from the hospital where the surgery is performed (21).

In addition to the differences in the health care systems, the recovery experiences of older adults with hip fracture surgery in Asia will
differ from those in the Western countries, given that in the family-oriented Asian cultures, the family has the most in�uence on the
patient’s life (23, 24). Owing to the rapid growth of the older population, the annual incidence of hip fractures in Korea is
approximately 82,550 cases, and older adults accounted for 64,366 (78%) of these cases (25). Therefore, there is an urgent need to
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explore the experiences of older adults and their primary caregivers after hip fracture surgery to develop transitional strategies to
reduce readmission, morbidity, mortality, and socioeconomic burden (26). The purpose of this study was to describe older adults’
experiences with discharge transition after hip fracture surgery in South Korea.

Method
Design

This was a descriptive qualitative study based on open-ended and semi-structured interviews.

Participants

The participants comprised 12 older adults aged 65 years or above who did not have any serious neurological disease, such as stroke
or dementia with paralysis and/or cognitive de�cits. Only those older adults who understood the study purpose and agreed to
participate were recruited in the study. Using convenience sampling, the participants were recruited from a teaching university hospital
in South Korea (Table 1).
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Table 1
Demographics of older patients and primary caregivers

  Age
(years)

Walking status before hip
surgery

No. of
comorbidities

Type of hip
surgery

Residence
after
discharge

Interviewed
after
discharge

Walking
status after
discharge

001 78 Independent walking in
and outdoors

2 Internal �xation Rehabilitation
hospital

Yes Immobile
status in
and
outdoors

002 65 Independent walking in
and outdoors

0 Total hip
replacement

Home Yes Independent
walking
indoors;
using a
walking aid
outdoors

003 87 Independent walking
indoors; using a walking
aid outdoors

5 Internal �xation Long term
care hospital

No Immobile
status in
and
outdoors

004 75 Independent walking
indoors; using a walking
aid outdoors

6 Internal �xation Long term
care hospital

Yes Immobile
status in
and
outdoors

005 80 Independent walking in
and outdoors

4 Internal �xation Rehabilitation
hospital

Yes Using a
walking aid
indoors

006 65 Independent walking
indoors; using a walking
aid outdoors

3 Total hip
replacement

Rehabilitation
hospital

Yes Immobile
status in
and
outdoors

007 73 Independent walking in
and outdoors

2 Hemiarthroplasty Rehabilitation
hospital

No Immobile
status in
and
outdoors

008 85 Independent walking in
and outdoors

5 Internal �xation Long term
care hospital

Yes Immobile
status in
and
outdoors

009 78 Independent walking in
and outdoors

2 Total hip
replacement

Long term
care hospital

Yes Immobile
status in
and
outdoors

010 74 Independent walking in
and outdoors

2 Total hip
replacement

Long term
care hospital

Yes Using a
walking aid
outdoors

011 81 Using a walking aid in and
outdoors

4 Internal �xation Long term
care hospital

No Death

012 77 Using a walking aid in and
outdoors

2 Internal �xation Home Yes Using a
walking aid
in and
outdoors

 

Data Collection

From November 2017 to February 2018, data were collected one to two days before discharge and again four weeks after discharge.
Of the 12 participants, 3 could not participate in the follow-up interview. Thus, 12 participants were included in the pre-discharge
survey and 9 in the post-discharge survey. Pre-discharge interviews were conducted face-to-face in hospital wards. Four weeks after
discharge, each older adult was individually interviewed in an outpatient meeting room. Data collection was carefully conducted using
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an interview guide with open-ended and semi-structured questions. Each interview began with the general question, “Tell me about
your discharge experience”. We also inquired about the perceived di�culties during discharge transition, factors that promote or
impede recovery, and participants’ needs (Table 2). The interview guide was suggested as a supplementary �le.

Table 2
Interview topic guide

< 1 or 2 days before discharge>

1) Describe your experience including readiness during discharge periods.

2) What are barriers you have perceived during discharge periods?

3) What are facilitators you have perceived during discharge periods?

4) What efforts do you make for healthy discharge transition?

5) Tell me information, education, support to want to provide.

6) Is there anything else you feel is important to mention?

< average 4 weeks after discharge>

1) Describe your experience including activities of daily living after discharge.

2) What are barriers you have perceived after discharge periods?

3) What are facilitators you have perceived after discharge periods?

4) Describe any change or difference after discharge periods.

5) What efforts do you make for adaptation of activities of daily living?

6) Tell me information, education, support to want to provide.

7) Is there anything else you feel is important to mention?

 

All the interviews were conducted by the �rst author who has attended qualitative research classes and related workshops and has
experience in conducting qualitative research. A research assistant played an auxiliary role including recording during the interview
process. The time required for each individual interview was approximately 30–40 min, and all interviews were audio-recorded with
the participants’ consent. The recorded interviews were only accessible to the interviewers, and the participants were informed that the
recordings would be deleted immediately after the research. Interviews were conducted until data saturation was achieved. The
researchers carefully listened to the participants and recorded meaningful statements as written notes during the interviews.
Additionally, the researchers asked further questions if the participants’ statements were ambiguous. Recorded material was
transcribed verbatim by a research assistant trained in qualitative data analysis. Transcribed interview data and �eld notes were then
analyzed.

Data Analysis

We employed the content analysis method (27) using NVivo 11 (QSR International, Melbourne, Australia). Meaningful data were
extracted after reading the transcribed interviews and �eld notes several times and were coded through constant comparative analysis
(28) to identify similarities and differences between data segments. The coded data were classi�ed based on similarities and
integrated into categories. The commonalities and natural changes in the data were identi�ed and themes were derived as abstract
entities from the categories. We repeated the process of reading and reviewing the original data again to clarify the relevance of the
derived categories and key themes, which were re�ned, as necessary.

Ethical Considerations
This study complied with the principles laid down in the Declaration of Helsinki and was approved by the institutional review board
(DHUMC-D-17024-PRO-02). Written consent was provided and obtained from all participants before study commencement.
Con�dentiality and privacy were guaranteed and each interview �le was coded and anonymized.

Rigor
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Trustworthiness of this study was established through prolonged engagement, triangulation of data sources, member checking, peer
review, detailed description, and external auditing (29). To assure credibility, participants were interviewed twice, and an additional
telephone interview was conducted when necessary. This allowed for a relationship to be built between the interviewer and the
interviewee, and provided an opportunity to revise any misinformation. For data triangulation, we compared the interview transcripts
with the �eld notes. Concerning member checking, an older adult’s and a primary caregiver’s views were taken on the study �ndings to
ensure credibility. For peer review, the second author, who is experienced in qualitative research, repeatedly reviewed the results to
ensure the quality and validity of the analysis at all stages. All authors discussed the �ndings until agreement was reached. To
enhance transferability, we provided a detailed description of the setting, participants’ characteristics, and the selection methods. To
ensure dependability and con�rmability, a professor of nursing with substantial experience in qualitative research examined the
process, analyses, and �ndings. The Consolidated Criteria for Reporting Qualitative Research (COREQ) checklist was used to report the
�ndings (30).

Results
The analysis yielded four main themes and ten categories. Each theme is illustrated using excerpts from the interviews.

Theme 1: Challenge of discharge transition

1) Unprepared discharge

Participants recognized their unstable state at the time of discharge and wanted to stay longer in the surgery hospital. Older adults (5
of 12) were forced to complete discharge from the surgery hospital despite their limited mobility. They believed that the recovery was
delayed owing to the short hospitalization period after surgery. They expressed feeling upset at being discharged so soon.

I was discharged after a mere four and a half days; so, I felt [I received] unfair treatment. How [can you discharge] a person who has
[had] a major operation so soon! That’s sad (Interviewee 8).

2) Transfer into other care settings

Most older adults (10 of 12) moved to another care setting after discharge. Four participants faced di�culties in �nding their own care
setting without help and lacked pertinent information. Participants who moved to another care setting reported that they received care
unrelated to the therapeutic instructions.

I said I could exercise, but they said, “no.” When I asked why not, they told me that they would not allow me to do it because they were
in a situation where they had to take responsibility about going wrong (Interviewee 6).

Some participants (four older adults) had to make alterations to their living environment because of mobility limitations.

My house is on the fourth �oor; so, the thing to worry about now is whether I have to move to a house with an elevator (Interviewee 9).

3) Eagerness for recovery

Older adults (6 of 12) showed eagerness for recovery to cope with the challenge of discharge transition. They commented on
nutritional management, rehabilitative exercise, walking, and adhering to physician's orders.

I have to walk using a walker now and turn around. I have to focus on this. I’m ready to make it fast. I have to exercise, eat well, and
get better every day (Interviewer 12).

Two participants tried to understand and accept their diseases instead of denying them to improve their recovery process.

When I think that even young people fall and come to the hospital, I can also do that! Anyone can experience that! It is nice to have a
new arti�cial joint inserted. After the surgery, I said to myself to get along with the arti�cial joint (Interviewee 2).

Theme 2: Physical and psychological distress against recovery

1) Frail physical state
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Participants were in a frail physical state. Ten out of the twelve participants had multiple or severe underlying diseases including
osteoporosis. They were using polypharmacy before the fracture owing to serious underlying diseases and had poor health status.
Severe underlying diseases affected the patients’ recovery process after hip fracture surgery, and they continued to be in a poor state
post discharge.

I have diabetes, poor kidneys, higher blood pressure, and bad eyes. Diabetes has been around for 50 years. Only 30% of my kidneys
remain (Interviewee 8).

They did not eat enough owing to a limited appetite, digestion, or diet due to the underlying disease.

Actually, I do not eat well. I say, “I do not want to eat” when my child asks me what I want to eat. Whenever I try to eat, I get tired easily.
I’m going to ask for some medicine [to improve my] appetite (Interviewee 5).

2) Psychological di�culties

Some participants also experienced psychological di�culties. Frail physical state negatively affected their con�dence in recovery. The
worse the frail physical state, the more they fell into despair (6 of 12), which hindered their recovery. The following interviewee was
informed that her walking should be limited for a month due to severe osteoporosis, and she showed frustration related to movement
restriction.

I [was] unpleasantly surprised when I heard that I should not walk for a month or so. I knew I would walk if it is possible to walk little
by little. Then, I wanted to go to the bathroom. I wanted to do it gradually. I took a leak and shat in my bed without moving. Oh! How
wasIchanged miserably like this? (Interviewee 4)

Other older adults (2 of 12) perceived their current health condition as a punishment.

“Did I commit [a] sin?” People said repeatedly “it is not a sin.”… Getting sick like this? I think I was punished (Interviewee 9).

Theme 3: Dependent compliance

1) Absolute trust in healthcare providers

Participants sought care at a tertiary hospital because the secondary hospitals were reluctant to perform surgery for patients who may
have had underlying diseases, or they had had successful experiences—directly or indirectly—at tertiary hospitals. Most participants
(10 of 12) expressed gratitude for undergoing surgery and were satis�ed with the successful surgery.

What if I get broken and do not get surgery? I'm feeling good because I got surgery (Interviewee 12).

Older adults (6 of 12) showed strong trust in healthcare providers and noted their willingness to follow their therapeutic instructions.

All I can do is listen to the doctor’s words and do it. There is only that (Interviewee 10).

2) Indispensable support from the family

All participants received supported from family members throughout the discharge transition. Some (2 of 12) had home-visit care
services including support for physical and household activities in their homes. This help was also available to older adults. However,
they could not continue their daily life without family support. Family members were primary caregivers who mainly helped activities
of daily life and encouraged exercise and diet.

My son brought some meat for me, saying I should eat beef, beef, beef. I should eat because of my son. I’m about to [shed] a tear
when I think of my son (Interviewee 5).

Older adults felt grateful for family support, while some older adults (3 of 12) also felt the burden of being cared for.

I’m sorry for my child. My child would not suffer that way if I died early. I’m worried about how much the hospital bill will be
(Interviewee 8).

3) Passive participation in care
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Most participants (8 of 12) received insu�cient information about postoperative management owing to staff members’ busy
schedules or lack of interest. Some participants had di�culty in reading text-based discharge information.

Even if my son asked me to keep reading, I didn't read the text because it was di�cult to read (Interviewee 9).

Nevertheless, they expressed a vague expectation that it would get better with time. Some medical staff explained the surgery process
to the caregivers instead of the older adults.

I do not know well because my daughter is listening (Interviewer 7).

Theme 4: Walking for things they took for granted

1) Hope of walking

The participants (6 of 12) experienced their physical recovery, while others did not. Physical recovery indicated reduced pain, improved
physical condition, and starting to move little by little.

I have a little more energy now than when I was discharged, and the hips hurt less. (Interviewee 11).

Most participants (9 of 12) described that being able to walk was their main wish during the discharge transition. Their expectations
for walking ranged from using toilet independently or with walking aids, returning to their home to going to the farm according to the
current status of the physical recovery.

Can I walk or not, getting hurt like this?Walking around on feet. Right, it would be better if I go to the bathroom with my feet
(Interviewee 4).

The purpose of improving the walking ability was that participants could perform simple daily chores. Performing tasks they had
earlier taken for granted was an essential part of daily life.

I just want to go home and cook for the poor youngest (Interviewee 1).

2) Poor walking ability

Despite the hope of walking, the walking ability of the participants was poor during the discharge transition period; some older adults
(4 of 12) had mobile status indoors or outdoors using walking aids, while most (7 of 12) had immobile status indoors and outdoors.
In addition to the frail physical state, there were some direct factors affecting walking ability. Severe pain hindered their recovery (7 of
12). Most older adults (9 of 12) were also afraid to move owing to fear the of falling and subsequent re-fracture, even though the pain
signi�cantly reduced.

There is nothing painful now. But I’m afraid to take a step.I can’t take a step. I do not think I can get up (Interviewee 9).

Discussion
The purpose of this study was to clarify older adults’ experience of discharge transition after hip fracture surgery. We identi�ed four
main themes—challenge of discharge transition, physical and psychological distress against recovery, dependent compliance, and
walking for things they took for granted. This study is signi�cant as it elucidates patients’ distinct experiences, which inform future
discharge transition programs.

First, challenge of discharge transition included three categories—unprepared discharge, transfer into other care settings, and
eagerness for recovery. Consistent with a prior study (6), most older adults believed that their state was unstable and wanted to stay
longer in the surgery hospital. Short hospitalization as a measure for cost-saving is currently the rule rather than the exception. Post
discharge, most older adults had to enter other care settings. They experienced unconnected care in these other care facilities.
Fragmented care makes it di�cult for older adults’ needs to be met (11).

Enhanced recovery programs in collaboration with healthcare professionals (31, 32), suitable and effective contents, and delivery of
discharge teaching (33) are likely to helpful for promoting discharge readiness. A qualitative systematic review (26) also found that
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nurses played a signi�cant role in coordinating between different health care settings, and post-discharge intervention was necessary
for facilitating safe discharge transition. The current �nding that some older adults struggled to recover functions such as exercising
and eating was consistent with a previous study (19), which reported that older adults began to plan for their recovery immediately
after hip fracture surgery because regaining independence was the most important issue in their daily life (19).

As a second theme, physical and psychological distress against recovery was indicated. Older adults were in a frail physical state.
They already had underlying diseases including osteoporosis, and were malnourished owing to poor appetite, digestion, and limited
diet due to underlying diseases, even though they recognized the importance of food intake (34). The frailty likely made their recovery
more di�cult. Osteoporosis, which most older adults with hip fracture have, is closely correlated with sarcopenia. Combining
osteoporosis and sarcopenia may cause hip fracture (35, 36). Thus, interventions for sarcopenia as well as osteoporosis are essential
for improving their frail physical state including exercise, nutritional support, and pharmacological treatments (35, 36).

Further, frail physical state caused psychological distress including loss of con�dence and frustration. This was consistent with a
previous study (37), which demonstrated that frailty was the most important prognostic factor for depression and anxiety in patients
with hip fracture. Psychological distress plays a major role in interfering with treatment after hip fracture (37, 38). To overcome
discharge transition instability, not only physical but also psychological support may prove helpful.

The third theme, dependent compliance includes absolute trust in healthcare providers, indispensable support from the family, and
passive participation in care. The result regarding absolute trust in healthcare providers was similar to a previous study (19) in which
older adults expressed their need to feel supported by healthcare providers. Older adults also depended entirely on family members,
likely because of the family-centered culture (39) and limited social interaction (4), although some had home-visit care services during
limited hours in their home.

Older adults were rather passive participants in their own care. They were either partly or not at all involved in the plan for treatment
and recovery because managing their own illnesses was complex and challenging (11). In Eastern cultures, physicians often tend to
explain care plans to the family rather than individual patients (39). In this study, older adults wanted to feel supported and at the
same time found it di�cult to participate in their own care. Feeling supported is likely to be achieved when nurses invite older adults
for participation in their care (11, 39). Family involvement is also important in family-oriented cultures (39). Thus, invitation for care
participation by older adults as well as family involvement should be considered at discharge transitional care in family-centered
cultures.

The �nal theme was walking for things they took for granted. The purpose of walking recovery was to perform simple daily chores. It
is consistent with a previous study demonstrating that an essential requirement for daily functioning is recovering walking (40). Their
expectation for walking was different according to their current ambulation state. The walking ability of older adults after hip fracture
was affected by various factors: underlying diseases (24, 41, 42), pre-fracture mobility (41, 42), age (42), and health status (43).

In addition to the physical and psychological distress mentioned above, severe pain and fear of falling acted as direct factors
affecting walking ability in this study. Pain has been known as a major barrier for early recovery and should be treated as soon as
possible (44). However, older adults with hip fracture are often not actively treated for pain during their hospitalization because of
di�culty of assessment and concerns regarding drug complications (45). Tailored pain management is needed for safe and adequate
pain relief (44, 45), considering that prolong pain was independently associated with catastrophic decline of walking recovery (40).

Older adults also complain of fear of falling at onset of recovery. A previous study (16) reported that the fear of falling was the
primary constraint in the poorest ADL group and instrumental ADL group. Older adults continued to complain of fear of falling even
3–6 months after hip fracture surgery (16), and after completion of a 4–6 week rehabilitation program (46). Considering that fear of
falling is a factor that hinders walking ability from onset to long-term recovery, assessment and intervention to reduce fear of falling
should be initiated as soon as possible after surgery.

In this study, most participants had immobile status indoors and outdoors during the discharge transition periods even though they
were mobile before fracture. Most older adults have di�culty walking at discharge after hip fracture surgery (7) and their functioning
does not return to the pre-fracture state even 1 year after surgery (12). Delayed partial weight-bearing after surgery has been reported
to predict walking failure after hip fracture surgery (41). For effective physical rehabilitation including partial weight bearing at the
earliest possible time, nursing needs to collaborate and coordinate with interdisciplinary personnel (26, 31).
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Limitations
This study had several limitations, First, the sample was recruited from a tertiary teaching hospital in Korea using convenience
sampling; thus, our results may not be generalizable. Second, all older adults in our study were women. Although hip fracture caused
by low-energy fall is four times more common in women than in men (7), it is necessary to examine whether gender differences exist
in the experience of discharge transition after hip fracture surgery. Third, our sample size was small. Moreover, three participants
declined to participate after discharge owing to an older adult’s death and no outpatient visits. This variance may have affected the
results. Lastly, our �ndings cannot be extended to countries with different healthcare systems and cultures.

Conclusion
In this study, experience of discharge transition by older adults after hip fracture helps nurses improve transitional care in acute
settings. After hip surgery, older adults hoped to be able to walk for simple daily chores that they earlier took for granted. Considering
the physical and psychological frailty of older adults undergoing hip surgery, systematic nursing interventions including collaboration
and coordination with other healthcare professionals and settings are necessary during discharge transition after hip fracture surgery.
Invitation for care participation by older adults as well as family involvement should be considered at discharge transitional care in
South Korea. We propose a follow-up study to evaluate the experience of recovery of older adults by increasing post-discharge
periods, considering the inevitability of long-term recovery after hip fracture surgery.
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